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Abstract 
�

Background  
 
HIV counseling and testing is the critical entry-point for engagement into treatment and care as well as 

for primary and secondary HIV prevention efforts. Despite the importance of this step, most HIV-infected 

patients globally, and particularly in resource-poor settings, are unaware of their HIV status and the      

uptake of Voluntary Counseling and Testing (VCT) services is relatively limited. Missed opportunities 

for addressing HIV testing remain unacceptably high when patients seek medical care in the period before 

their HIV diagnosis. HIV counseling and testing is increasingly shifting from the client-initiated towards 

other modalities, especially provider-initiated testing and counselling.        

 
Objectives: The objective of this study was to asses the magnitude of PITC acceptance and disclosure 

and factors related to them among out patient department patents.  

 
Methods:�A facility based cross sectional quantitative survey was conducted from Dec. 1 to Jan. 10 on 

414 clients attending out patient department in Debre Birhan Referral Hospital. Data were collected using 

structured questionnaire, entered into EPI info version 3.5.1 and analyzed by SPSS version 16. Logistic 

regression model was used to assess factors associated with PITC acceptance and disclosure of test result. 

 
Result: A total of 414 subjects (response rate, 100 %) responded to the questionnaires. Acceptance of 

PITC among OPD patients was 83.6%. Adjusted correlates of PITC acceptance included female gender 

(AOR=2.27, 95% CI=1.16-4.42) and knowledge of HIV transmission (AOR=4.08, 95% CI=1.98-9.91). 

Individuals with protestant religion were less likely to accept PITC (AOR=0.21, 95% CI=0.06-0.72). Key 

barriers to accept PITC included being apparently healthy (25%), being tested before (22.1%) and fear of 

stigma and discrimination (19.1%).  

 
The vast majority 120 (90.5%) of the married respondents who had ever been tested for HIV disclosed 

their result to at least one person. Of 346 respondents, who accepted PITC, 288 (83.2%) had a plan to    

disclose their result to any other person. Compared with the age group 45 and above, subjects 15-24 years 

old were less likely to disclose their HIV status (AOR=0.16, 95% CI=0.04-0.62). Disclosure of test result 

was associated with occupation (AOR=5.42, 95% CI=1.44-20.43) and test result negative (AOR=4.00, 

95% CI=1.53-10.47). The reasons for non disclosure were fear of stigma 37 (62.7%) followed by fear of 

blame 8 (13.6%).   

Conclusion and recommendation: In this study, PITC acceptance was promising and should be          

expanded to other health facilities. Efforts should be strengthened to decrease factors which impede HIV 

test result disclosure.�
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�

1. INTRODUCTION  

1.1 Background  

 
The HIV pandemic created an enormous challenge to the survival of mankind worldwide (1). The     

number of people living with HIV worldwide continued to grow in 2008, reaching an estimated 33.4      

million. The total number of people living with the virus in 2008 was more than 20% higher than the 

number in 2000, and the prevalence was roughly threefold higher than the 1990 status. In 2008, an       

estimated 2.7 million new HIV infections occurred. It was estimated that 2 million deaths occurred due to 

AIDS-related illnesses worldwide in 2008. An estimated 1.9 million people were newly infected with 

HIV in sub-Saharan Africa in 2008, bringing to 22.4 million the number of people living with HIV (2). 

With a projected national adult HIV prevalence of 2.4% in 2010, Ethiopia is one of the countries most 

severely hit by the epidemic (1, 3) .    

           

Data show that the number of countries that have developed national policies on HIV testing and      

counseling has increased in recent years. HIV counseling and testing (HCT) is as well increasingly    

shifting from the client-initiated model (also referred to as voluntary counseling and testing) towards  

other modalities, especially provider-initiated testing and counseling (4).  

 

                       HCT Approaches 

 

1.1.1 Client-initiated voluntary counseling and testing (VCT) 

Voluntary counseling and testing is initiated by clients seeking to know their HIV status (5). Studies 

among adults in developing countries report that VCT is efficacious in promoting behavior change (6, 7). 

 

1.1.2 Provider-initiated testing and counseling (PITC) 

This refers to HIV testing and counseling recommended during treatment by health care providers to    

enable specific clinical decisions to be made and/or specific medical services to be offered that would not 

be possible without knowledge of the person’s HIV status (5). The policies also encourage health care 
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providers to propose testing and counseling to everyone, regardless of presenting symptoms and type of 

facility (4). 

1.1.3 Mandatory and compulsory HIV testing 

Compulsory HIV testing can only be performed for specific reasons with individuals or groups when   

requested by court. Mandatory screening of donated blood/organ/tissue is also recommended (5).  

 

1.2 Rationale of the study 

To benefit from available care and treatment options, patients should first be counseled and tested for 

HIV. HIV counseling and testing (HCT) is a key strategic entry point to prevention, treatment, care and 

support services. This is critically important for individuals and couples to learn about their HIV status 

and make informed decisions about their future (5). 

 

The current rapid development in HIV counseling and testing has necessitated reviewing and updating 

the guidelines for HCT, especially in the area of policy and implementation. Improved availability of  

antiretroviral medications and better treatment of opportunistic infections have created the opportunity to 

expand  PITC in health facilities thereby increasing access (5, 7). 

 

Although diverse client-initiated and provider-initiated models are increasing service availability and 

more people are being tested for HIV, people’s knowledge of HIV status remains low and HIV infection 

is often diagnosed late. Low uptake of HIV testing is one of the reasons for delayed access to               

antiretroviral therapy for people in need of and in high mortality in the months after treatment is initiated 

(4, 8).  

 

According to WHO/UNIDS Guidance on PITC, countries are categorized according to the HIV epidemic 

types: When the recorded infection is largely confined to individuals with higher risk behavior it is      

low-level HIV epidemics, if HIV has spread rapidly in a defined sub-population, but not in the general   

population it is designated as concentrated epidemics and if HIV is firmly established in the general   

population it is  labeled as  generalized epidemics (9). 
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In all types of HIV epidemics, health care providers should recommend HIV testing and counseling as 

part of the standard care to all patients who present to health facilities with signs, symptoms or              

medical conditions that could indicate HIV infection (9). In generalized epidemics where an enabling   

environment is in place and adequate resources are available, health care providers should recommend 

HIV testing and counseling to all adults and adolescents seen in all health facilities regardless of whether 

the patient shows signs and symptoms of underlying HIV infection (9). 

 

Ethiopia is grouped among the  generalized epidemic countries, where HIV testing is recommended for 

all out patient department patients (9). There are researches done on PITC acceptance and willingness 

with possible sign and symptoms including tuberculosis (4, 10-12). But WHO recommends provision of 

HIV test irrespective of the clinical signs for generalized epidemic countries, including Ethiopia (9).  

  

DebreBirhan Referral Hospital has implemented the routine HIV testing for all out patient department 

patients, therefore, the aim of this study was to assess uptake of PITC among out patient department 

(OPD) clients. After determining the prevalence of HIV among OPD clients, assessing PITC                

acceptability  and disclosure of  test result,  the study would be used for  future scale up of the strategy at 

all levels (9). 
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2.1. Overview of HIV/AIDS  

There are around 33.4 million people living with the virus globally (2). In the year 2008, there were about 

31.3 million adults living with HIV/AIDS. Moreover, 15.7 million women and 2.1 million children were 

living with the virus. In 2008, there were 2.7 million new infections, and from those about 2.3 million 

were adults and 0.43 million were children under 15 years (2).�Sub-Saharan Africa remains the region 

most heavily affected by HIV worldwide, accounting for over two thirds (67%) of all people living with 

HIV and for nearly three quarters (72%) of AIDS-related deaths in 2008 (2, 13). In sub-Saharan Africa 

there were 22.4 million adults and children living with the virus in the year 2008, with an adult             

prevalence of 5.2% (2).  

 

According to the adjusted single point HIV prevalence estimate published by the Federal HIV/AIDS    

Prevention and  Control Office (FHAPCO), about 2.4% of Ethiopia’s adult population were living with 

HIV in 2010 (3, 14). The 2005 EDHS data indicated an adult HIV prevalence of 1.4% and the HIV     

prevalence in women was 1.9%, while that for men was 0.9% (15, 16).  

 

HIV infection levels increase directly with educational status among both women and men and are      

markedly higher among those who have a secondary or higher education compared with those with less 

education (15). Employment is also related to HIV levels among both women and men, with those who 

are employed being more likely than the unemployed to be infected. Both women and men in the highest 

quintile of the wealth index have substantially higher rates of HIV infection than those in other wealth 

quintiles (15). 

 

2.2. HV Counseling and Testing (HCT) 
 
HCT is not an end point, but rather an entry point to the prevention-to-care continuum (13). The         

availability and uptake of HCT services continued to increase in 2008. Many countries have taken steps 

to increase utilization of HIV testing services (2). The expansion of HCT services was accompanied by 

an increase in uptake of the services (4). In population-based surveys conducted between 2005 and 2008, 

the median percentage of respondents aged 15–49 years living with HIV who reported having ever       
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received a test and test results prior to the survey increased from about 15% (2005–2006, 12 countries) to 

39% (2007–2008, 7 countries) (4). The use of diverse and appropriate provider-initiated and              

client-initiated approaches is necessary to expand HIV testing and counselling uptake and facilitate 

access to prevention, care and treatment services (4). In 66 low- and middle-income countries with    

comparable data, the total number of health facilities providing HCT increased by about 35%: from 25 

000 in 2007 to 33 600 in 2008 (4).  

 

A total of 1,823 public and private health facilities were providing HCT services in December 2009 in 

Ethiopia (14). The number of clients using HCT services has significantly increased to 5.85 million 

people (53% male) in 2008/09 which is  a 22% increase from the previous year (14). No single approach 

or service delivery model is suitable for all populations, or feasible in all settings. Choices and             

approaches will depend on the needs, availability of resources and accessibility (5). These results can be 

attributed to the expansion of provider-initiated HIV testing and counseling in health care settings along 

with diverse client-initiated and community-based approaches. Yet, despite the expansion of services, 

knowledge of HIV status remains low (5).  

 

2005 EDHS showed that coverage rates for HIV testing among eligible respondents (all women age      

15-49 and all men age 15-59), was 83 % of the women and 76 % of the men (15). For both sexes       

combined, coverage was 80 %. Rural residents were more likely to be tested than their urban              

counterparts, 85 % and 67%, respectively. The coverage rates for testing in the EDHS tend to rise with 

age and those with little or no education were more likely to have been tested, while men and women 

with at least some secondary education were least likely to be tested. On the other hand, those in the 

highest quintile of the wealth index were the least likely to be tested (15). On the other hand, a            

case-control study done on the predictors of HIV testing among patients with tuberculosis in North West 

Ethiopia showed that individuals who had formal education and government employees were more likely 

to have been tested for HIV (17). 

 

The 2005 EDHS results showed that among the adult population aged 15-49, only four percent of women 

and six percent of men reported that they had been tested for HIV at some time (15). Bearing in mind the 

sample difference between the 2008 survey and the 2005 DHS, the proportion of women ever tested for 
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HIV had increased from 4% (DHS 2005) to 28% (2008 DCA) (14). Young men were about three times as 

likely as young women to have been tested for HIV (six percent and two percent, respectively) (15).    

Considering marital status, testing rates were highest among never-married women and men who have 

ever had sex and widowed,  divorced and separated men (15).��

 

2.3 Willingness and Acceptability of PITC and its Barriers  

 

From the study of acceptability of routine HIV counselling and testing, and HIV sero prevalence in 

Ugandan hospitals, 98% of them accepted HIV testing (18). The prevalence of HIV was 28% in patients 

who had never been tested before and 9% in those who had previously tested negative (18). 

 
Another study on the acceptability of HIV counselling and testing among tuberculosis patients in south 

Ethiopia showed that the overall acceptability rate was 35% (56/161) (19). Fourteen (20.6%) were HIV 

positive and women were more likely to be HIV infected (p = 0.029) (19). A study on missed opportunity 

for PITC in rural Haiti also shows that,  PITC was associated with high uptake of HIV testing and reduce 

delay of HIV infection diagnosis and the HIV prevalence were 3.1% (20). A study on initial outcomes of 

an emergency department rapid HIV testing program in Western Kenya also showed out of patients who 

were approached for HIV testing, 97.7% patients were tested for HIV and 22.7% of the patients tested 

were HIV positive (21). 

 
In the study of uptake of provider initiated HIV counseling and testing (PICT) among OPD clients with 

possible clinical sign of HIV infection in Addis Ababa, pre test acceptability of PITC was 68% (12). 

Among the 263 clients who tested for HIV, 99 of them were positive, which makes the HIV prevalence 

37.6% (12). Knowledge variables such as HIV cure, know any one who is infected with HIV /who has 

died of AIDS and knowledge about means of HIV transmission/prevention were not significantly         

associated with PITC acceptability at ( p<0.05) (12). Having the knowledge about PITC and feeling that 

PITC had an influence were not significantly associated with PITC acceptability at (p< 0.05) (12). Age 

group 25-34 years was found to be significantly associated with PITC acceptability (AOR=6.4; 95% 

CI=1.2-33.6) compared to age group 15-24 years (12). 
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From the study of uptake of provider initiated HIV counseling and testing (PICT) among OPD clients 

with possible clinical sign of HIV infection in Addis Ababa, most 164 (92.7%) of participants felt that 

PITC is important to start ART timely (12). On the other hand, 19 (10.8%) thought that PITC has an     

influence on clients to go to the health facility for fear of HIV test (12, 22). 

 

From the experience of provider initiated HIV testing done on the uptake of HIV testing and willingness 

for provider initiated HIV counseling and  testing among tuberculosis patients  in Addis Ababa, 86% of 

patients were willing for PICT. Being older age and having demand for HIV test correlates with            

willingness for PITC (11, 12). The potential barriers for HIV testing according to the study were self trust 

(41.1%), lack of risk perception for HIV (24.4%), fear of learning positive result (3.9%) and stigma (11, 

12). 

 

Another cross-sectional, population-based study in Botswana showed that routine HIV testing policy 

would decrease barriers to testing (89%), HIV-related stigma (60%), and violence toward women (55%), 

and would increase access to antiretroviral treatment (93%) (22). Most participants (81%) reported being 

extremely or very much in favor of routine testing, while 43% of participants believed that routine testing 

would lead people to avoid going to the doctor for fear of testing, and 14% believed that this policy could 

increase gender-based violence related to testing (22) .  

 

Experiences with voluntary and routine testing showed that, 68% felt that they could accept HIV test 

(22). Key barriers to testing included, fear of learning one's status (49%), lack of perceived HIV risk 

(43%), and fear of having to change sexual practices with a positive HIV test (33%) (22). A study done 

on assessing missed opportunities for HIV testing in medical Settings in the United States also showed 

that barrier to testing may relate to time pressures and absence of a structured system to facilitate testing 

(8). A study conducted in a South African State Hospital members of the medical staff indicated that 26% 

of the participants (15/58) had incomplete basic HIV/AIDS knowledge (23). 

 

A case control study in North West Ethiopia also showed that knowledge on HIV/TB,  ever heard of    

provider initiated HIV counseling and testing, perceived risk of HIV infection, awareness of the benefits 

of HIV testing, and perceived stigma were strongly associated with uptake of HIV testing (17). In       
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multivariate analysis, individuals who had formal education were 2.35 times more likely to be tested for 

HIV than illiterates, [OR=2.35, (95% CI: 1.33, 4.13)]. Individuals with a high awareness about the       

benefits of HIV counseling and testing were more likely to be tested than individuals with low awareness, 

[OR=3.14, (95% CI: 1.77, 5.50)] (17). On the other hand, willingness for PITC is not significantly         

associated at (P<0.05) with sex, religion, ethnicity, marital status and occupation (12). 

 

Qualitative findings also revealed that low awareness of HIV, stigma and discrimination of people who 

live with HIV, low perceived risk and partners trust were the major reasons for non-acceptance of HIV 

testing (17).  

 

2.4 Willingness to disclose test result and its factors  
 
Researches done in Zambia and Kenya on ANC receiving mothers showed that the rate of partner        

disclosure of HIV status amongst study participants ranged from 58 % to 72 % (24). The disclosure       

varied with HIV status, with HIV-positive women being less likely to have intention to disclose than   

HIV-negative women (24-26). There were no statistically significant differences in the outcomes of     

disclosure between HIV positive and HIV negative women within each site (24). A study done on missed 

opportunities for earlier HIV testing and diagnosis at the health facilities of Dessie Town, North East 

Ethiopia showed that, of HIV positive clients, 40.0% (6/15) were not willing to disclose their results to 

their partners (27). Moreover, half of the clients, 50.0% (3/6), who were not willing to tell to their      

partners also refused to disclose their results to other persons (27). 

 

A study done on disclosure experience and associated factors among HIV positive men and women in 

South West Ethiopia showed that of the study participants who were taking ART 71.6% (505), majority   

94.5% (666) disclosed their results to at least one person and 90.8% (640) disclosed to their current main 

partner. Among those who did not disclose, 54% (380) stated their reason as fear of negative reaction 

from their partners. Respondents reported disclosing most frequently to main partners 90.8% (640)       

followed by relatives 33.2% (234), mother 14.9% (105), friends 14.2% (100), father 9.1% (64), neighbors 

6.8% (48), children 6% (42), other family members 4.7% (33) and religious leaders 4.4% (31) (25, 28). 

Reasons for non-disclosure among those respondents who did not disclose their test results to their     

partners (n =65) were "my partner might get angry with me" (20.4%), "fear of separation/divorce" 
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(17.3%), "my partner might be afraid of catching HIV from me" (16.3%), "not to worry partner"(9.2%), 

"fear of being labeled a bad person" (6.1%), "no enough time to discuss because my partner works in 

other areas (28). This was also supported by the   studies done in ANC attendant mothers in Africa and 

Ireland (24, 29). 

 

In the study of factors affecting acceptance of HIV testing among antenatal care attendees in Wolaita 

Zone, fear of divorce, blame, rejection and violence, which accounted for 77 (36.4%), 70 (33.1%), 45 

(21.3%) and 19 (9.2%), respectively were reasons of pregnant women not to disclose their positive test 

result (26). Study done in Tanzania showed that fear of being stigmatized and discriminated were the key 

reasons for not disclosing their results (25). At the same time,  half of the respondents (50.7%) expressed 

that it was difficult to disclose their current test result to male partners, but the rest half had replied that it 

was easy to disclose (26). 

  
 

Individuals who live in the same house with their partners were 9.2 times more likely to disclose to their 

partner compared to those who do not live in the same house (28). Respondents that reported not     

knowing their partner's HIV status were 98% less likely to disclose to a partner in comparison with those 

who did know their partner's status (28).  Another study has found out that female gender increases the 

risk of poor interaction with ones family after HIV diagnosis and male HIV positive clients were found to 

be less rejected by others after their HIV diagnosis (11). 
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2.5. Conceptual framework 
�

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Fig.1 Hypothesized Model for Predictors of Testing and test result disclosure 
 

The different literature reviewed showed that HIV risk perception, knowledge about HIV and knowledge 

about PITC were the main predictors for testing. More over, some socio demographic characteristics,    

attitude towards disclosure and perceived barriers for HIV test and disclosure were also important in   

predicting the acceptance of the PITC and test result disclosure (22). 

Based on this, the study used the aforementioned four variables as a predictor for the acceptance of the 

PITC and test result disclosure. 
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3. OBJECTIVES 

3.1 GENERAL OBJECTIVES 

• To determine the magnitude of PITC acceptance and disclosure and factors related to them among 

OPD clients at Debre Birhan Referral Hospital. 

 

3.2 SPECIFIC OBJECTIVES 

 
• To determine the magnitude of the PITC acceptance 

• To asses the attitude of out patient department patients towards disclosure of their HIV status and 

• To determine factors affecting PITC acceptance 

• To determine factors affecting disclosure of HIV test result among OPD patents at Debre Birhan 

Hospital. 
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4. METHODOLOGY  
 
4.1 Study area  
 
The study was carried out from Dec. 1 to Jan. 10 in Debre Birhan Referral Hospital which is located in 

North Showa Administrative Zone, 695Km from the Capital City of the Amhara National Regional State 

and 130 Km from the Capital of Ethiopia, Addis Ababa.  Administratively, the Town has 9 urban kebeles 

with a total population of 67,243, of whom 34,055 are men and 33,185 are women in 2005 -�5.���

 
The District has one referral hospital, one health center, two up graded health centers and five private 

clinics. HCT is provided in all governmental health institutions and in one private higher clinic in the 

Town. 

 
 The Referral Hospital has out patient, Inpatient, Delivery and Emergency departments. There are 120 

clinical staff and 114 administrative staffs in the hospital. HCT is one of the programs that the Referral 

Hospital is providing. PITC is one of the approaches of HCT. This study focused only on the Referral 

Hospital because it provides PITC for all out patients, but the health center provides only for patients 

with sign and symptoms of HIV. 

 

4.2 Study Design  
 
A facility based cross sectional quantitative survey was conducted among OPD clients to assess uptake of 

PITC and disclosure of HIV status and factors affecting them in Debre Birhan Referral Hospital. The 

study also included an internal comparison of two groups. Those groups were (PITC acceptors versus       

non–acceptors, among PITC acceptors, those who have a plan to disclose their test result versus not      

intending to disclose their test results). 

 
4.3 Source   population 
 
The source populations of the study were all OPD clients of DebreBirhan Hospital who were 15 years 

and above.   

 
4.4 Study   population 
The study populations were all OPD clients of age �15 years attending DebreBirhan Hospital during the   

study period.  
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Inclusion criteria  
 
Any OPD clients who were �15 years of age and given provider initiated counseling for HIV testing    

during the time of data collection. 

 

 

Exclusion criteria  

 
Out patient attendants who were positive for HIV and on ART. 

Out patient attendants who were comatose or psychotic patients. 
 

 

4.5 Sample size  
 
The sample size was determined using the following assumptions (level of confidence of 95%; Z �/2= 

1.96). A 5% margin of error (d= 0.05) and a proportion of 43% PITC acceptance from a previous study  

in health facilities of Dessie Town (27). Based on this assumption, the actual sample size for the study 

was computed using the formula for single population proportion as indicated below. 

n = (Z �/2)2P (1- P) 

               d2 

      Where: 

     n = the desired sample size 

     P = the proportion of OPD clients who were willing/accept the HIV test and 

             it was 43% (27).           

    Z �/2 = Critical value at 95% confidence level of certainty (1.96) 

    d = the margin of error between the sample and the population = 5% 

 

Taking the proportion of PITC acceptance from all OPD patients (27) the sample size was 376 to which a 

non-response rate of 10% was added. Then, the total sample size required for the study was 414 OPD 

clients who were provided with PITC for HIV infection. 
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4.6 Sampling technique 
 
 All OPD clients who fulfilled the inclusion criteria were included in the study using every other client    

fashion. There were four adult OPDs in the hospital.  Each OPD treated medical, surgical and gynecology 

cases. A structured questionnaire, consisting of both closed and open-ended questions, was used to collect 

data. The questionnaire was adopted from similar studies (10, 12, 15, 28). 

 

4.7 Data collection procedures 
 
�A pre-tested, structured interview administered questionnaire was used to collect the data. Five data    

collectors, who have taken PITC training and can speak Amharic Language, were recruited. The data   

collectors were general practitioners and health officers by professions. One supervisor was selected from 

the Debre Birhan Referral Hospital. The enumerators and the supervisor were given training for two days 

on aim of the study, procedures, techniques and ways of collecting data. The questionnaire was initially 

prepared in English and then translated in to Amharic. The Amharic version was again translated back to 

English by another translator to check for any inconsistencies or distortions in the meaning of words & 

concepts. Information on variables such as score of demographic characteristics, PITC acceptance and 

disclosure was collected. The principal investigator and supervisor frequently supervised the data         

collection process by checking completeness of the required type of data to correct faults if any on the 

spot. The data collection forms (questionnaires) were checked for completeness and consistency before 

data entry by the principal investigator. Fully (appropriately) completed questionnaires were coded. The 

investigator with the data clerk entered coded questionnaires into EPI info version 3.5.1 statistical      

package. All of the questionnaires were double entered to verify the accuracy of data entry. After data 

entry was done, data clean up was performed by running frequencies of each variable to check for accu-

racy, outliers, and consistencies.  

 

4.8 Data quality Assurance 
 
To assure the quality of the data, properly designed data collection instrument and training of both data 

collectors and supervisor was done. The collected data was reviewed and checked for completeness and 

relevance by the supervisor and principal investigator each day. Data was entered with EPI info. The data 

collectors were experienced professionals. 
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4.9 Data Analysis  
 
The collected data was entered in to EPI info version 3.5.1 for cleaning and was exported to SPSS      

version 16 for statistical analysis. To asses the associations between independent variables and             

dependent variables two strategies were used and those included:-  

1. Independent variables were fit in to a separate binary logistic regression model 

2. All variables which were analyzed using bivariate logistic regression were fitted in to a multivariate 

logistic regression model to control the effect of confounders and to come up with independent   

predictors of PITC acceptance and disclosure of test result.  

 

Odds ratio was used to examine group differences and to ascertain the influence of residence, age, sex, 

education, employment status, religion, marital status, and ethnic group. Cognitive variables (individual's 

knowledge about HIV/AIDS and PITC) and sexual behaviors were considered on the proportion of PITC 

acceptance and disclosure. CI was used to see the strength of association. P values of less than 0.05 and a 

confidence level of 95% by a two-sided test were considered to indicate statistical significance. To        

describe the characteristics of the study population, means, SD, medians, and proportion were calculated. 

 
4.10 Study variables  
 
Dependent variables:-  

o PITC acceptance 

o Attitude to  HIV result Disclosure 

 

Independent Variables included:- (Explanatory variables) 

 
Age, sex, education, employment status, religion, marital status, ethnic group 

Cognitive variables (individual's knowledge about HIV/AIDS and PITC), Sexual behaviors 

Perceived barriers for HIV test and disclosure (stigma and disclosure, fear of rejection, divorce and 

blame).
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Measurement of variables 

1. Knowledge on HIV transmission 

To come up with a comprehensive knowledge of the study participants on HIV transmission, the correct 

response for each of the five knowledge questions on ways of HIV transmission was given a score of one, 

while a zero score was given to every wrong response. The score was summed and mean was computed. 

Study participants who scored above the mean score were considered as knowledgeable, while those who 

scored less than or equal to the mean score were considered as not knowledgeable on HIV transmission. 

In the case of HIV transmission misconception, respondents were considered as having HIV           

transmission misconception if there was any mistake on the four questions and no misconception if the 

respondents answered all the four questions correctly.  

 

2. Knowledge on HIV prevention 

Regarding the knowledge of the respondents about HIV prevention, the correct response for each of the 

three knowledge questions on HIV prevention methods was given a score of one, while a zero score was 

given to every wrong response. The score was summed and mean was computed. Study participants who 

responded above the mean score were considered as knowledgeable, while those who responded less than 

or equal to the mean score were considered as not knowledgeable on HIV prevention methods. 

 

4.11 Ethical consideration 
 
The proposal was submitted to the Institutional Review Board (IRB) of the Addis Ababa University,    

Faculty of Medicine for approval.  Following the endorsement by IRB, Debre Birhan Referral Hospital 

was informed about the objective of the study through a support letter from the School of Public Health, 

AAU and written permission was obtained from the Hospital Administration. As the study was conducted 

through interview of OPD patients, the individual patients were informed about the aim of the study and 

confidentiality of the data. Informed consent was obtained from study subjects who were given PITC. To 

preserve the confidentiality, nurses and physicians working in OPD of the DebreBirhan Referral Hospital      

interviewed patients who fulfilled the inclusion criteria. Moreover, no personal identifiers were used on 

the data collection form. The collected data was never accessed by a third person, except the principal           

investigator, and was kept with a firm confidentiality in a much secured place.   
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4.12 Communication of the results  
 
�Findings of the envisaged study shall be disseminated or communicated to Debre Birhan Referral      

Hospital where the study was conducted, the Regional Health Bureau, to the School of Public Health and 

FMOH through hard copy and presentation. The findings will also finally be published to access others.     

 

Operational definition  
o Provider-Initiated HIV testing and counseling- is a process in which the individual undergoes 

HIV testing and counseling initiated by health providers. 

o Acceptability -The proportion of OPD attending patients showing readiness for HIV testing after 

pre test information and actually tested.  

o Non-acceptors- OPD clients who refused PITC. 

o Disclosure-Telling test result for sexual partner or any other person. 

o Risk perception for HIV/AIDS: respondents feeling of vulnerability of being infected with 

HIV/AIDS. 

o Knowledgeable about HIV transmission: Study participants were considered as knowledgeable 

if the mean score of the  response on HIV transmission questions is above the mean, while they 

were considered as not knowledgeable, if the mean score was less than or equal to the mean score 

of the response (Annex III). 

o Misconception:  Study participants were considered to have misconceptions about HIV/AIDS 

transmission and prevention, if they responded factors that do not enhance HIV transmission as 

transmitter of the virus (Annex III). 

o Knowledge about HIV prevention: respondents were considered to be knowledgeable about 

HIV prevention, if the mean score of the  response on HIV prevention questions was above the 

mean while they were considered as not knowledgeable, if the mean score  was less than or equal 

to the mean score of the response (Annex III). 

 
�

�
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5. RESULTs 

5.1 Socio demographic characteristics of the respondents 

 
A total number of 414 respondents who fulfilled the inclusion criteria (100% response rate) were          

included in the study. The age of the respondents ranged between 15 and 82 years, with the median age 

and inter-quartile ranges of 25 and 19 years respectively. Regarding the age distribution of the              

participants, the majority 181 (43.7%) were with in the age range of 15-24, followed by 108 (26.1%)    

between 25-34 age range. Two hundred fifty five (54.3%) of the participants were male (Table1). 

 

Most of the respondents 355 (85.7%) were Orthodox Christians by religion, followed by Muslim 39 

(9.4%). The ethnic distribution of the participants constituted Amhara 368 (88.9%), Oromo 19 (4.6%) 

and Gurage 11 (2.7%). Regarding the marital status of the participants, 194 (46.9%) were married, 177 

(42.8%) were single and 21 (5.1%) divorced (Table1). 

 

As far as their educational status is concerned, 69 (16.7%) were illiterates and 12.6%, 34.5%, 18.1%, and 

18.1% were at the level of tertiary, secondary, primary and literate (can read and write), respectively.  

Regarding the occupational status, 149 (36%) of the participants were students followed by house wife 

64 (15.5%), Governmental employees 58 (14%) and merchant 53 (12.8%). Out of the total interviewed 

clients, 45.5% could respond on the amount of their income. From those who responded on their income 

20.3% earned monthly income of 500-1000 birr (Table 1). 
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Table 1: Socio demographic characteristics of OPD clients who were provided PITC in DebreBirhan 
Referral Hospital, 2010 (n=414) 
 
Variable             Number                   Percentage       
Age group 15-24 181     43.7 

25-34 108 26.1 
35-44 55 13.3 
>=45 70 16.9 

Sex Male 225 54.3 
Female 189 45.7 

Religion Orthodox 355 85.7 
Muslim 39 9.4 
Protestant 20 4.8 

Ethnicity Amhara 368 88.9 
Oromo 19 4.6 
Gurage 11 2.7 
Tigray 8 1.9 
Other 8 1.9 

Marital status Married 194 46.9 
Single 177 42.8 
Divorced 21 5.1 
Widowed 15 3.6 
Living together 7 1.7 

Education Illiterate 69 16.7 
Read and write 75 18.1 
Primary 75 18.1 
Secondary 143 34.5 
Tertiary 52 12.6 

Occupation Merchant 53 12.8 
House wife 64 15.5 
Student 149 36.0 
Government 58 14.0 
NGO employee 20 4.8 
Un employed 28 6.8 
Daily laborer 9 2.2 
Farmer 24 5.8 
Other 9 2.2 

Income <500 birr 42 10.2 
501-999 84 20.3 
>1000 62 15.0 
No income 78 18.8 

  No response 148 35.7       
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5.2 Knowledge and risk perception about HIV/AIDS 

 
Almost all 413 (99.8%) of the participants have heard of HIV or the disease called AIDS. Three hundred 

sixty five (88.2%) of the participants knew that there is no cure for HIV/AIDS. Most of the respondents 

399 (96.4%) mentioned sexual intercourse as a means of HIV transmission. One hundred seventy nine 

(43.2%), 148 (35.7%), 156 (37.7%) and 244 (58.9%) mentioned mother to child during pregnancy,   

mother to child during breastfeeding , blood contact and sharing sharp material as a means of HIV  

transmission respectively. In general 109 (26.3%) of the participants were knowledgeable about HIV 

transmission methods (Table 2). 

 

Almost all of the participants were aware of that HIV is not transmitted by eating together 414 (100%), 

shaking hands 410 (99%), sharing cloths 414 (100%) and mosquito bite 414 (100%). Generally almost all 

of the respondents are knowledgeable on ways through which HIV is not transmitted (99%). Regarding 

means of HIV prevention, 358 (86.5%) mentioned abstinence followed by 234 (56.5%) being faithful and 

181 (43.7%) using condom. One hundred eleven (26.8%) were knowledgeable about HIV prevention   

methods. Two hundred eighty six (69.1%) and 371 (89.6%) of participants know anyone who is infected with 

HIV and /or who has died of AIDS and believed that a healthy looking person be positive for HIV respectively. 

Only one hundred fifty five (37.4%) of the participants perceived themselves as having risk for HIV. 

Risk rating for the participants was, 112 (27.1%) as low followed by 31 (7.5%) as medium (Table 2). 
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Table 2: Knowledge of HIV/AIDS and risk perception among OPD clients who have been provided 
with PITC in DebreBirhan Referral Hospital, 2010 (n=414) 
     
 

Variables   Number 
                                   

Percentage   
Can HIV be cured?  
Yes  33 8.0 
No 
I don't know                                                                                                                             

365 
16 

88.2 
3.8 

Means of HIV transmission  
Sexual intercourse  399 96.4 
Mother to Child during pregnancy  179 43.2 
Mother to Child during BF  148 35.7 
Transfusion of infected blood  156 37.7 
Sharing of Sharps with someone who is infected 
(Needles, etc)  244 58.9 

Shaking hands a person living with HIV/AIDS  410 99.0 
Wearing clothes of a person living with HIV/AIDS  414 100.0 
Sharing a meal with a person living with HIV/AIDS 414 100.0 
 Mosquito bite Blood contact  414 100.0 
Means of HIV prevention  
Avoiding Sex (abstinence)  358 86.5 
Using a condom every time during sex  181 43.7 
Staying with only one uninfected partner faithful  234 56.5 
One knows any one who is infected with HIV/ 
who has died of AIDS  
Yes  286 69.1 
No  128 30.9 
Healthy looking person can be Positive for HIV  
Yes  371 89.6 
No  43 10.4 
Do you think you can get the virus?  
Yes  155 37.4 
No  259 62.6 
Chances of getting infected with HIV (n=155) 
High 12 2.9 
 Medium  31 7.5 
Low  112 27.1   
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5.3 Provider-initiated HIV testing and counseling 
 
Out of the total interviewed OPD patients, 353 (85.3%) knew about PITC and their main source of              
information were health workers 252 (71.4%), followed by mass media 84 (23.8%) (Table 3). 
 
Table 3: PITC (knowledge, acceptability) among OPD Clients in DebreBirhan Referral Hospital, 
2010(n=414) 
Variables  Number  Percentage    
Have you ever heard of PITC (n=414)  
Yes 353 85.3 
 No  61 14.7 
Source of information for PITC (n=353) 
Health workers 252 71.4 
Mass media 84 23.8 
Family member 2 0.6 
Friends 15 4.2 
Do you feel that PITC is important?(n=353)  
Yes 345 83.3 
 No  6 1.4 
To what extent do you support PITC (n=345) 
Very much in favor 204 57.8 
Much 126 35.7 
Some what 19 5.4 
Not at all 4 1.1 
Do you feel that PITC has influence on follow up? (n=353)  
Yes  50 12.1 
No  298 72.0 
 Should any one check for HIV sero status? (n=414)  
Yes 393 94.9 
 No  21 5.1 
At which time should one be tested for HIV?(n=414)  
When one is sick  94 22.7 
Before marriage  147 35.5 
If one has MSP 48 11.6 
 At any time  314 75.8 
Have you ever been tested for HIV?(n=414)  
Yes 229 55.3 
 No  185 44.7 
What was the reason of having HIV test?(n=229)  
Self interest  172 41.5 
Initiated by health worker  50 12.1 
During ANC  5 1.2 
For blood donation  2 0.5 
unless you decline we will conduct test for you (n=414)  
Yes  346 83.6 
No  68 16.4 
Test result (n=346) 
Positive 33 9.5 
 Negative  313 90.5 
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                        Reasons 
 
Fig 2: Reasons suggested for saying 

 
Three hundred forty five (83.3%) of 

importance were that it results in decreased discr

number of tested people 37 (10.7%), makes it easier for clients to get tested 213

to ART 270 (78.3%) (Fig 2). On the other hand, 

avoid seeing their health providers 

would lead to more violence against women.

(57.8%) supported it very much, 126

subjects did not support PITC at all (Table 3)

 

All most all respondents 393 (94.9%) 

being at any time 314 (75.8%), before marriage 145

twenty nine (55.3%) of the participants have ever been tested for HIV, the reasons being self interest 172 

(41.5%), and 50 (12.1%), 5 (1.2%) and 2

donation respectively (Table 3).  
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 that PITC is important in DebreBirhan Referral Hospital, 2010

%) of the participants felt that PITC is important; the reason

results in decreased discrimination of HIV-positive patients

makes it easier for clients to get tested 213 (61.7%) and to gain access 

. On the other hand, 43 (86%) believed that PITC would cause clients

 for fear of being tested, and 10 (20%) thought that routine testing 

violence against women. Out of 345 (83.3%) participants who 

, 126 (35.7%) much and 19 (5.4%) somewhat, while 4

Table 3). 

%) agreed that anyone should check his/her HIV 

being at any time 314 (75.8%), before marriage 145 (35.7%), and during illness 94 (22.7

participants have ever been tested for HIV, the reasons being self interest 172 

(1.2%) and 2 (0.5%) were initiation by health worker, for ANC and blood 
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(5.4%) somewhat, while 4 (1.1%) of the study 
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ness 94 (22.7%). Two hundred 

participants have ever been tested for HIV, the reasons being self interest 172 
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When asked who needs HIV testing, majority responded that, anyone 362 (87.4%) should be tested for HIV 

(Table 3 and fig 3). 

 

 

Fig 3: Response of study participants regarding who needs HIV test, DebreBirhan Referral hospital, 2010, 

(n=414). 

 
Out of the study subjects, 346 (83.6%) accepted PITC (Table 3). The reason for accepting PITC were, 

heard of TV/radio messages 177 (51.2%), because the health worker recommends it 152 (43.9%), knowing 

that the treatment is available 67 (19.2%), knowing that the test result will be confidential 56 (16.2%), getting 

result on the same day 76 (22%) and  because he/she is sick 36 (10.4%) (Fig 4). 

 

 
Fig 4: Reasons for accepting PITC among OPD patients, in Debre Birhan Referral Hospital, 2010 

(n=346). 
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Almost one forth agreed that a key reason for not accepting PITC was thinking of not being at risk for 

HIV, (22.1%) tested before, (19.1%) fear of stigma and discrimination, (8.8%) do not want to know the 

test result and (5.9%) unable to cope with positive result (Fig 5). 

 

 
Fig: 5 Reasons for not accepting PITC among OPD patients, in Debre Birhan Referral Hospital, 2010 
(n=68). 
 
Of the respondents who accepted PITC, 33 (9.5%) [95% CI (6.4%-12.6%)] were positive for HIV (Table 

3).  

 

5.4 Attitude towards test result disclosure 

 
Among the 229 participants who had ever been tested for HIV, 127 were married. One hundred twenty 

(94.5%) of the respondents disclosed test results to their partners, reaction of being tested was 113 

(94.2%) supported and 5 (4.2%) not supported (Table 4). Reasons for non-disclosure among those       

respondents who did not disclose their test results to their partners (n = 7) were 4 (57.1%) fear of           

rejection by the partner and 3 (42.9%) conducting test with out permission of partner. Of the 198          

respondents, 96 (48.5%) knew that their partners have been tested for HIV and 67 (33.8%) knew that 

their partners weren’t tested for HIV while 29 (14.6%) did not know. Ninety five (99%) of those who 

knew that their partners been tested for HIV knew about their test results (Table 4) 
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Table: 4 Attitude towards HIV result disclosure and factors affecting it among OPD patents,      
DebreBirhan, 2010 
Variables        Number                Percentage 
Ever   tested HIV before (n=414) 


Yes                           229 55.3 
 No  185 44.7 
Did you tell your partner about your test result? (n=127)  


Yes 120 94.5 
 No  7 5.5 
 Reaction of being tested (n=120) 


Approved/supported 113 94.2 
 Not supported  5 4.2 
Not clear  2 1.6 
Reason for no disclosure?(n=7) 


I did it with out his permission  3 42.9 
Fear of rejection by the partner  4 57.1 
 Partner  tested  previously(n=198) 


Yes  96 48.5 
�No  67 33.8 
�I don’t know  29 14.6 
�No response 6 3 
�Has he/she ever told you about the test result?(n=96)  

Yes  95 99.0 

No  1 1.0 
Do you have plan to tell your test result to any other   
person? (n=346) 

 


Yes  288 83.2 
No  58 16.8 
How do you see disclosing of your test result to other  
person?(n=346)  

 


Easy  211 61.0 
Difficult  135 39.0 
Would you tell your test result to other person? (n=346)  


Yes  287 82.9 
No  59 17.1 
Do you think your husband  /partner / family would     
accept HIV test?(n=374) 


Yes  311 83.2 
�No  24 6.4 
�I don’t know  39 10.4 ��



�

Of the 346 respondents who accepted PITC, 288 (83.2%) had a plan to tell test results while 58 (16.8%) 

did not have to tell test result (Table 4). The reason for not telling were fear of

followed by fear of blame 8 (13.6%), fear of violence 6 (10.2%), fear of divorce 5 (8.2%) and fear of    

rejection 3 (5.1%) (Fig 6). About half of the respondents had a plan to tell test results to their husbands or 

wives (Fig 7).  

Fig 6: Reason for not disclosing HIV test resul
 

                                           

Fig 7: To whom respondents shared their test results, DebreBirhan Referral Hospital, 2010
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Of the 346 respondents who accepted PITC, 288 (83.2%) had a plan to tell test results while 58 (16.8%) 

tell test result (Table 4). The reason for not telling were fear of

8 (13.6%), fear of violence 6 (10.2%), fear of divorce 5 (8.2%) and fear of    

rejection 3 (5.1%) (Fig 6). About half of the respondents had a plan to tell test results to their husbands or 

 
Fig 6: Reason for not disclosing HIV test result, DebreBirhan Referral Hospital, 2010.

 
Fig 7: To whom respondents shared their test results, DebreBirhan Referral Hospital, 2010
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Of the 346 respondents who accepted PITC, 288 (83.2%) had a plan to tell test results while 58 (16.8%) 

tell test result (Table 4). The reason for not telling were fear of stigma 37 (62.7%)         

8 (13.6%), fear of violence 6 (10.2%), fear of divorce 5 (8.2%) and fear of    

rejection 3 (5.1%) (Fig 6). About half of the respondents had a plan to tell test results to their husbands or 

DebreBirhan Referral Hospital, 2010. 

Fig 7: To whom respondents shared their test results, DebreBirhan Referral Hospital, 2010. 
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5.5 Factors affecting PITC acceptance 

 
The association between different independent variables and PICT acceptance was assessed using binary 

logistic regression model. Accordingly, age group, ethnicity, marital status and education showed no   

statistically significant association with PITC acceptance. Similarly, knowing a person infected with 

(died of) HIV and thinking that they can get the virus showed no association with PITC acceptance.     

Regarding religion as predictor of PITC acceptance, Protestants were 70% less likely to accept PITC 

compared to orthodox (COR=0.31, 95% CI=0.1-0.68). PITC acceptance was statistically significant 

among knowledgeable respondents on HIV transmission than those not knowledgeable about HIV    

transmission (Table 5). 

 

To determine the independent effect of variables on PITC acceptance, multiple logistic regressions were 

run. Accordingly, sex (being male) were 2.27 times more likely to accept PITC compared to female 

(AOR=2.27, 95% CI=1.16-4.42), religion being protestant were 0.21 times less likely to accept PITC 

compared to orthodox (AOR=0.21, 95% CI=0.06-0.72) and knowledge for HIV transmission was 4.08 

times more likely to accept PITC compared with no knowledge for HIV transmission (AOR=4.08, 95% 

CI=1.98- 9.91) (Table 5). 
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Table 5: Factors associated with PITC acceptance of OPD patients in DebreBirhan Referral Hospital, 2010 
 

Variable  ��


���
���	��	�


�� ����� ���

Adjusted OR 

(95%CI) Yes No 
Age (yrs) 15-24 �)=� /�� 7�=3�-7�)3�>���==.� 7�=3�-7�/�>��4=.�

�

25-34 =)� �)� ��/=�-7�3>/���.� ��)=�-7�5/>)��<.�

�

35-44 )5� �7� 7�=/�-7�/3>��/5.� 7�<4�-7��<>���4.�

�

>=45 54� ��� ��7E� ��7E�

Sex Male �=)� /�� ��5��-7�=4>��7�.� ����
����� !�!��


�

Female �5�� /<� ��7E� ��7E�

Religion Orthodox /7�� 5/� ��7E� ��7E�

�

Muslim /�� <� 7�4��-7�/)>��=�.� 7�<��-7��5>��7�.�

�

Protestant ��� 4� "�#�
�"�� "��$�
 "���
�"�"� "����


Ethnicity Amhara /��� 5<� ��7E� ��7E�

�

Oromo �5� )� 7�3=�-7���>���5.� ��7=�-7��4>)�//.�

�

Gurage =� �� 7�4/�-7��<>/�=�.� �����-7��=>3�3�.�

�

Tigray 3� �� 7�55�-7���>��<=.� 7�)��-7�7<>��)<.�

�

Other 5� /� 7�/��-7�7<>��/�.� 7�4<�-7��)>5�)).�

Marital status Married �33� �4� ��7E� ��7E�

�

Single �))� //� 7�<)�-��)/>���4.� 7�5�-7��=>���3.�

�

Divorced �<� )� 7�<��-7��/>���=.� ��<��-7�)�><�75.�

�

Widowed ��� /� 7�<4�-7��4>��5).� ���7�-7��/>5��4.�

Education Illiterate 54� ��� ��7E� ��7E�

�

Read and write 3�� �)� 7�4/�-7�/5>��=<7� 7�<=�-7��4>���3.�

�

Primary 3)� ��� �����-7��)5>��<).� ���4�-7�/4>/�3).�

�

Secondary ��7� �/� 7�==�-7�)5>���<.� 7�=3�-7��<>/�/<.�

�

Tertiary )/� =� 7�=��-7�/5>��/4.� 7�3��-7��)>��34.�

Occupation Merchant )/� �7� ��7E� ��7E�

�

House wife 5)� �7� ���5�-7�)4>/��=.� ��/3�-7�)�>)�)�.�

�

Student ��)� �5� ���5�-7�5�>��3.� ��<=�-7�5�>3�/�.�

�

Government 5�� 3� ��7��-7�34>5�==.� ���=�-7�5=>4�<=.�

�

NGO employee �3� )� 7�=/�-7��3>/�/=.� ��))�-7�/�>3�5<.�

�

Un employed �/� 5� ��7<�-7�//>/�5�.� ��7��-7��5>)�74.�

�

Daily laborer <� �� 7�4��-7��5>)�53.� 7��=�-7�75>��<4.�

�

Farmer ��� /� ��3/�-7�)�>3�55.� ���=�-7��5>5�3).�

�

Other 3� /� 7�)<�-7��7>���=.� !�"$
����$ �����


HIV transmission  
knowledge  

Knowledgeable �7�� 4� #��"
���!# �����
 !�"$
����$ �����


Not knowledgeable �)5� 37� ��7E� ��7E�

HIV prevention 
knowledge  

Knowledgeable =5� �3� ���/�-7�3<>���3.� 7�<=�-7�/4>��33.�

Not knowledgeable �5�� 5�� ��7E� ��7E�

Know a person infected/died 
 of HIV   

yes �/3� ��7� 7�<<�-7�)/>��/=.� 7�35�-7�//>���=.�

No  57� �4� ��7E� ��7E�

 Healthy looking person can be 
positive for HIV 

yes /74� 3/� ��7E� ��7E�

No /4� 5� ��53�-7�5=>)���.� ��/=�-7�)3>)��7.�

Do you think you can get the 
virus? 

yes ��3� �=� ��7E� ��7E�

No ��7� /=� ���=�-7�<<>���7.� ��)4�-7�4�>��<�.�
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5.6 Factors associated with test result disclosure  

 
Crude and adjusted analysis was done to detect any association between test result disclosure and         

socio-demographic variables, knowledge of HIV transmission, knowledge of HIV prevention and test 

result (Table 6). 

 

Age group 15-24 was not significantly associated with test result disclosure during the crude analysis; 

however, it turned to be statistically significantly associated with test result disclosure when adjusted for 

the other covariates. Those in age group 15-24 were less likely to disclose their HIV status (AOR=0.16, 

95% CI=0.04-0.62) (Table 6). 

 

Regarding occupational status, being a student was not significantly associated with test result disclosure�

compared to merchant, but turned to be significant when adjusted for the other variables compared to    

merchant (AOR=5.42, 95% CI=1.44-20.43).Daily laborers were 0.13 times less likely to  disclose their 

test result compared to merchants (AOR=0.13, 95% CI=0.02-0.93) (Table 6). 

 

Compared to illiterates those who were able to read and write were less likely to disclose their HIV result 

(COR=0.28, 95% CI=0.1-0.76), however, it lost its statistical association when adjusted for the other     

covariates (AOR=0.39, 95% CI=0.12-1.3) (Table 6). 

 

Those with HIV test result negative were 3.32 times more likely to disclose their HIV test result        

compared to test result positive (COR=3.32, 95% CI=1.53-7.20). When adjusted for confounders, the 

strength of the association between HIV test result and test result disclosure increased from OR of 3.32 to 

4 (AOR=4.00, 95% CI=1.53-10.47) (Table 6).  

�

�

�

�

�

�

�
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Table 6: Factors associated with attitudes (willingness) of test result disclosure of OPD patients in     
DebreBirhan Referral Hospital, 2010 
�

 
Variable  

  % ����&'&	��


�� ����� ���
 Adjusted OR (95%CI)   Yes No 
Age (yrs) 15-24 ��4� /�� 7�5��-7���>���3.� "���
�"�"! "����


�

25-34 4�� �/� 7�43�-7�/�>���=.� 7�3<�-7��=>��/7.�

�

35-44 /4� <� 7�<5�-7��)>��/7.� 7�)<�-7��/>��<<.�

�

>=45 5�� <� ��7E� ��7E�

Sex Male �5<� /<� 7�34�-7�/4>����.� 7�<��-7�/�>��3�.�

�

Female �/�� ��� ��7E� ��7E�

Religion Orthodox �5�� )=� ��7E� ��7E�

�

Muslim �5� <� 7�3=�-7��=>��3=.� 7�<4�-7��5>��)3.�

�

Protestant �7� �� 7�=<�-7���>)�54.� 7�</�-7���>)�)=.�

Ethnicity Amhara �5=� 5�� ��7E� ��7E�

�

Oromo ��� )� 7�55�-7��<>��47.� 7�)3�-7���>��4<.�

�

Tigray 5� �� ��7�-7���>4�<4.� ��7=�-7��7>���=/7�

�

Other )� �� 7�4/�-7�44><�//.� ��/3�-7��3>/5�4�.�

Marital status Married �)/� �/� ��7E� ��7E�

�

Single ��5� �=� 7�3)�-7�/5>���3.� 7�)<�-7��<>��//.�

�

Divorced ��� 5� 7�/)�-7���>���=.� 7�/��-7�74>��/5.�

�

Widowed ��� �� ��<<�-7���>�)�/3.� 7�4<�-�74>=�)7.�

Education Illiterate 5�� 3� ��7E� ��7E�

�

Read and write )/� �4� "��$
�"��" "����
 7�/=�-7���>��/7.�

�

Primary 53� 4� 7�4��-7��3>��)=.� ��/4�-7�/5>5�)).�

�

Secondary �77� �7� 7�54�-7���>��5/.� 7�3)�-7��3>��3/.�

�

Tertiary /<� 3� 7�<��-7���>��/4.� 7�53�-7���>��=4.�

Occupation Merchant //� �7� ��7E� ��7E�

�

House wife )<� <� ��7)�-7�<7>5�4=.� ��7��-7��3>)�7�.�

�

Student �75� �=� ��34�-7�<�>/�=3.� ��!�
���!! �"�!#�


�

Government )3� 3� ��/��-7�<<><�7/.� ��5��-7�3/>=�=).�

�

NGO employee �)� �� �����-7�)�>�7�=3.� ��/��-7�/)>�5�<5.�

�

Un employed �=� )� ��))�-7�/=>5��/.� ���4�-7��<>3�7).�

�

Daily laborer /� )� 7��/�-7�)/>���=.� "��#
�"�"� "��#�


�

Farmer �3� 5� 7�=<-7��4>/�/�.�� 7�3��-7��)>��<<.�

�

Other 5� �� ��5��-7��3>�)�5/.� ��4/�-7��)>�)�4�.�

+&(�����$6 �$$���� Knowledgeable 4)� �<� �==�-7�5/>��45.� ���3�-7�5<>��47.�

����*  !��!�� Not knowledgeable �7)� )�� ��7E� ��7E�

+&(�0�!�!������ Knowledgeable <4� �<� 7�4=�-7�)=>��3<.� 7�<4�-7�/)>��<3.�

����*  !��!�� Not knowledgeable ��7� )�� ��7E� ��7E�

+&(��!$���!$� �� Positive ��� ��� ��7E� ��7E�

�� Negative �3<� )3� #�#�
����# ���"�
 !�""
����# �"�!��


*-Reference group 
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6. DISCUSSION 
�

Ethiopia is one of the countries most severely hit by the HIV/AIDS epidemic, with a projected national 

adult prevalence of 2.4% in 2010 (1, 3). HIV counseling and testing (HCT) is a key strategic entry point 

to   prevention, treatment, care and support services (5). Low uptake of HIV testing is one of the reasons 

for delayed access to antiretroviral therapy for people in need and in high mortality in the months after 

treatment is initiated (4, 8). 

 

The use of diverse and appropriate provider-initiated and client-initiated approaches are necessary to      

expand HIV testing and counselling uptake and facilitate access to prevention, care and treatment         

services (4). HIV testing and counseling is as well increasingly shifting from the client-initiated model 

towards other modalities, especially to provider-initiated testing and counselling (4). This study assesses 

PITC acceptance among OPD clients, test result disclosure and its correlates. 

                                  

Almost all (99.8%) of our study participants have heard of HIV or the disease designated as AIDS. In 

line with previous research on knowledge of HIV/AIDS (23) it was found that knowledge about HIV 

prevention and transmission methods were low which is also comparable with EDHS (15). Only one   

hundred fifty five (37.4%) of the participants, perceived themselves as having risk for HIV. In this study 

knowing a person infected/died with HIV and thinking that they can get the virus showed no statistically 

significant association with PITC acceptance which is consistent with a study done in Addis Ababa (12). 

 
 
Out of the total interviewed OPD patients, 353 (85.3%) of the participants heard about PITC, their main 

source of information being health facility 108 (61.0%) followed by mass media 69 (39%). Majority 

(83.3%) of participants felt that PITC is important. In  line with this, 94.5% agreed that anyone should 

check his/her HIV sero-status and (55.3%) of participants have ever been tested for HIV, which is     

comparable with  another study (12) undertaken earlier.  

 

In this study, PITC acceptance among OPD patients was found to be 83.6%.This was higher than        

findings done in Addis Ababa 68% (12), 43% in health facilities of Dessie Town (27) and 35% in South 

Ethiopia (19), but lower than findings of studies in Uganda (98%) (18) and Kenya (97.7%) (21). The    
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discrepancy could be due to service quality difference, knowledge of ART, knowledge of HIV        

transmission and study time difference in the respective studies. The reason for accepting PITC were, 

heard of TV/radio messages 177 (51.2%), because the health worker recommended it 152 (43.9%), knowing 

that the treatment was available 67 (19.2%), knowing that the test result will be confidential 56 (16.2%),    

getting result on the same day 76 (22%) and because he/she was sick 36 (10.4%) which is supported by the 

study conducted in North West Ethiopia (17). 

 

Only 68 (16.4%) of the respondents do not accept PITC. The key reasons for not accepting PITC were 

(25%) think that they did not consider that they are at risk for HIV, (22.1%) tested before, (19.1%) fear of 

stigma and discrimination and (8.8%) did not want to know the test result. Such reasons were also      

mentioned in studies done among TB patients in Addis Ababa (11), OPD patients with clinical sign of 

HIV infection in Addis Ababa (12), cross-sectional population based studies in Botswana (22) and a case 

control study in North West Ethiopia (17). Out of the respondents who accepted PITC, 33 (9.5%) were 

positive for HIV. This is higher than finding of a similar study in Rural Haiti (3.1%) (20), but lower than 

findings in South Ethiopia (20.6%) (19), Addis Ababa (37.6%) and Kenya (22.7%) (21). This              

discrepancy could be due to the fact that PITC was provided for patients with sign and symptoms of HIV 

for the studies in Addis Ababa and South Ethiopia.  

 

This study revealed that PITC acceptance was significantly influenced by sex. Men were 2.27 times more 

likely to accept PITC than women. The finding in EDHS 2005 also showed that men were more likely to 

be tested than women (15), but another study showed that there was no statistical association (12). Out of 

the total respondents who accepted PITC, 85.8% heard of PITC. People who were knowledgeable of HIV 

transmission were more likely to accept PITC compared to those who did not have knowledge for HIV   

transmission. The finding was similar with study done in north west Ethiopia (17), but study done  in 

Addis Ababa (12) does not support it. This could be due to operational definition. 

 

Though it was not significant, individuals who read and write were more likely to accept PITC than      

illiterates and this was in line with a case control study conducted in North West Ethiopia (17). The study 

finding showed that most common reasons to refuse PITC were that participants felt that they were not at 

risk for HIV and fear of HIV positive test result. This finding is supported by previously conducted      

studies in  Ethiopia (11, 12). 
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Majority of the respondents who accepted PITC (83.2%) reflected on a plan to share test result to any 

other person. Studies conducted in health facilities of Dessie Town, North East Ethiopia and South West 

Ethiopia on HIV positive clients revealed disclosure rate of 60% and 94.5% respectively (27,28).         

Researches done in Zambia and Kenya on ANC attending mothers show that the rate of partner disclo-

sure of HIV status amongst study participants ranged from 58 % to 72 % (24).  

 

Only 58 participants (16.6%) who accepted PITC did not have a plan to disclose their results. Consistent 

with other findings, reasons for no disclosure were fear of stigma 37 (62.7%), followed by fear of blame 

8 (13.6%), fear of violence 6 (10.2%) and fear of divorce 5 (8.2%) (25, 26, 28).    

 

Out of 127 married respondents who had ever been tested for HIV, 120 (94.5%) disclosed test results to 

their partners. Regarding the reaction to those tested, 113 (94.2%) were supported, which was similar to 

findings reported elsewhere (26, 28). In line with another study in Ethiopia, only seven did not disclose 

their test results (28). Reasons for non disclosure among those respondents who did not disclose their test 

results to their partners (n = 7) were 4 (57.1%) fear of rejection by the partner and 3 (42.9%) conducting 

test with out permission of partner. This was also supported by studies done in ANC attendant mothers in 

Africa and Ireland (24, 29). 

Similar to other findings, respondents reported disclosure most frequently to their husband/wife. Like 

another study (26), 60% of the respondents felt that disclosing their HIV status was easy. Similar to other 

findings (24-26), study participants with negative HIV test results were 4 times more likely to disclose 

their HIV test result compared to those test result positive. Regarding the occupational status, being a 

student was significantly associated with an intention to disclose test result. Age specific test result      

disclosure was lower in the age group 15-24. 
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7. STRENGTHS AND LIMITATIONS OF THE STUDY 
�

Strengths 

1. Data collectors were experienced professionals.  

2. The study followed the routine procedure in the hospital. 

3. Questionnaires were adopted from standard questionnaires of BSS and WHO. 

 

Limitations  

 

1. As the study was conducted in outpatient department attendants, shortage of time is very likely. 

2. The study did not use qualitative methods for supplementation of the quantitative assessment. 

3. As the data collection was conducted by physicians who treated clients, social desirability bias 

was likely. 

4. As the study was cross sectional there is inevitably difficulty in determining causality. 

 

 

 

 
�

�

�

�

�

 
�
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8. CONCLUSIONS 
�

In general, the findings of this study showed that knowledge about HIV transmission and prevention    

methods were low. Majority of study subjects agreed that a healthy looking person can be positive for 

HIV. Majority of the study subjects heard about PITC. 

 

 In this study, PITC was highly accepted (83.6%) and we identified multiple factors that influence            

acceptance of provider initiated HIV testing and counseling. From clients who accepted PITC, the key 

reason for acceptance were heard of information about PITC from TV/radio messages and the barriers to 

accept PITC were thought that they were not at risk for HIV. 

 

The prevalence of HIV among the participants was 9.5% which was lower than other study reports. Sex, 

religion and knowledge of HIV transmission were found to be statistically associated with PITC           

acceptance. 

 

It is evident from this study, that majority of the participants had positive attitudes towards HIV test     

result disclosure. The finding of the study showed that nearly one fifth of the study subjects did not want 

to disclose their HV test result to any one. Fear of stigma, fear of blame and fear of violence were the 

main reasons that impede HIV test result disclosure. Study subjects with age groups of 15-24, students 

and test result negatives were more likely to disclose their test result.  

�

�

�

�

�

�

�

�
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9. RECOMMENDATIONS 
�

1. Though PITC acceptance was encouraging, further work should be done not to miss the             

opportunity. 

2. IEC/BCC should target on the change of public perception, about HIV means of transmission, 

prevention and testing. 

3. In the study, PITC acceptance was promising and service provision should be expanded to other 

health facilities. 

4. Prevention, care and support should be strengthened by ZHOs, ZHAPCOs and Referral hospital. 

5. IEC/BCC should also target on the change of public perception towards HIV test result disclosure 

by ZHOs, ZHAPCOs and Referral hospital. 

6.   Further work should be done on the factors which influenced HIV test result disclosure by ZHOs, 

ZHAPCOs and Referral hospital.  

7. Organizations in the area working on PMTCT program should give emphasis on benefit of test result 

disclosure. 

8. The Zonal Health office, zonal HAPCOs’ and Referral Hospital should address stigma and              

discriminations through strong information, education and communication (IEC) 

 

. 
�

�

�

�

�

�

�

�

�
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ANNEX I: QUESTIONNAIRE (English version) 
 

Participant Information Sheet  

 

Description of the study 

Title of the study@�Assessment of Provider –Initiated HIV testing and counseling (PITC) acceptance and 

disclosure and factors related to them, among out patient department (OPD) patients in Debre Birhan   

Referral Hospital� 

Objective of the study: To determine the magnitude of PITC acceptance, disclosure and factors related to 

them, among OPD patents at DebreBirhan Hospital. 

Rationale of the Study and its benefits 

HIV/AIDS is a global problem causing the largest burden of morbidity and mortality. In face of currently 

underway HIV control program, Ethiopia suffers from shortage of data on magnitude of PITC               

acceptance, disclosure and factors related to it. Therefore, availing scientifically sound data on the    

aforementioned gaps will have paramount importance for evaluation of the program and different         

approachs to HIV testing among OPD patients. The envisaged study is designed to assess PITC              

acceptance, disclosure and factors related to them, while bridging the aforementioned gaps. 

Information which is necessary for the study will be collected through interview. You are not subjected to 

any harm as far as the confidentiality is kept. Moreover, no personal identifiers will be used on data     

collection form.  The recorded data will never be accessed by a third person, except the principal          

investigator, and will be kept with a firm confidentiality in much secured place and it will not be used for 

other purposes. 

�
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Annex 6: English Consent Form 
 
My name is _______________________,   I am a physician working here in Debre Birhan Referral    

Hospital and now I am collecting data from our patients coming to OPD for the research being conducted 

to asses PITC acceptance, Disclosure and factors related to them, among OPD patients, by Ato Awraris 

Hailu who is the Master of public Health student in the Addis Ababa University. You are selected as one 

of the study subjects by chance. The investigator employed me for this data collection to maintain your 

data strictly confidential, i.e not to let others outside of this clinic to access your name and other          

identifiers. We believe that the findings of this study will have paramount importance for evaluation of 

HIV programs and to initiate different approaches to HIV testing. 

 

Information which is necessary for the study will be collected by interview. This will not inflict any harm 

since the confidentiality of information is kept. The information will be taken when you give permission, 

participation is totally voluntary. It�may take 30 minutes. 

Your willingness for interview makes information to be utilized in this study and will help us achieve the 

stated benefits of the study. Your name and other personal identifiers will not be recorded on the  data 

collection form and the information that you give us will be kept confidential and will also be used for 

the purpose of this study alone. The information that would be taken from you will be quite useful for the 

study. You will not face any problem if you are not volunteer to give the information. If you have any 

questions about this study you may ask me or the principal investigator, Awraris Hailu (Tel: 

0911373880or E-mail: awrarishailu@yahoo.com) 

Are you willing to participate in this study? 

1. Yes _______                                2. No ________ 

Signature of the interviewer which shows that the respondent has consented (verbally) to take part in the 

study ____________________ 
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Part One: Socio-Demographic Variables  
�

(�� ) �	����&�� �������������&�� ���	� �	* ��+�

�7�� How old were you at your last birthday?� Years (full yrs)� � �

�7�� Sex of the client� 1.Male 
 2.Female�

��

��

�

�7/� What is your religion?� 1.Orthodox  
2.Muslim 
 3.Protestant  
4.Catholic  
5.Other (specify)____�

��

��

/�

)�

5�

�

�7)� To which ethnic group do you belong?� 1.Amhara 
 2.Oromo  
3.Gurage  
4.Tigray  
5.Other (specify)____�

��

��

/�

)�

5�

�

�75� What is your current marital status?� 1.Married  
2.Single  
3.Divorced  
4.Widowed  
5.Living together�

��

��

/�

)�

5�

�

�73� What is your completed educational status?� 1.Illiterate 
 2.Read and write  
3.Primary  
4.Secondary  
5.Teritary�

��

��

/�

)�

5�

�

�7<� What is your current occupation? 1. Merchant 
 2. House wife 
 3. Student  
4. Government em-
ployee  
5. NGO employee 
 6. Un employed  
7.Other (Specify)___ 

��

��

/�

)�

�

5�

3�

<�

�

�74� What is your average household income per 
month? 

1.In cash----- 
2.No income  
99.No response 

��

��

==�

�

�

�
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Part Two: -Knowledge about HIV/AIDS 
 
No Questions Classifications Code Remark 
201 Have you ever heard of HIV or 

the disease called AIDS? 
1.Yes 
2.No 
99.No response 

1 
2 
99 

If response is 
no, stop here 

202 Can HIV be cured? 1.Yes  
2.No  
88.I don't know  
99.No response 

1 
2 
88 
99 

 

203 How is HIV/AIDS transmit-
ted? (Multiple response is 
possible, Needs probing) 

1.Sexual intercourse  
2.Mother to Child during pregnancy 
3.Mother to Child during breastfeed-
ing 
4.Transfusion of infected blood  
5.Sharing of Sharps with someone 
who is infected(Needles, etc)  
6.shaking hands of a person living 
with HIV/AIDS  
7.wearing clothes of a person living 
with HIV/AIDS  
8.sharing a meal with a person living 
with HIV/AIDS  
9.Mosquito bite  
10.Blood contact  
11.Other(Specify)____  
99.No response 

1 
2 
3 
 
4 
5 
 
6 
 
7 
 
8 
9 
10 
11 
99 

 

204 How can people protect them-
selves from getting 
HIV/AIDS? (Multiple re-
sponse is possible, Needs 
probing) 

1.Avoiding Sex (abstinence)  
2.Using a condom every time during 
sex  
3.Staying with only one uninfected 
faithful partner 
4.Others (specify)____  
88.I don't know  
99.No response 

1 
2 
 
3 
 
4 
88 
99 

 

205 Do you know any one who is 
infected with HIV or who has 
died of AIDS? 

1.Yes  
2.No  
99.No response 

1 
2 
99 

 

206 Can a healthy looking person 
be positive for HIV? 

1.Yes 
 2.No  
99.No response 

1 
2 
99 
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Part three: Personal risk perception 

 
No Questions Classifications Code Remark 
301 Do you think you can get the 

HIV virus? 
1.Yes  
2.No  
99.No response 

1 
2 
99 

If response 
is no, go to 
Q 304 

302 What are your chances of get-
ting infected with HIV? 

1. High  
2.Medium  
3.Low 
 99.No response 

1 
2 
3 
99 

 

303 If the answer is moderate or 
high, what are the reasons? 

1. Multiple sexual partner 
2. Sexual contact with out Condom  
3. Injection with un sterile needle  
4.Had sexual contact with HIV 
positive person 
 5.Other specify _________ 
99.No response 

1 
2 
3 
4 
 
5 
99 

 

304 If your response is no to ques-
tion number 301, what are the 
reasons 

1. I trust my sexual partner.  
2.no injection with un sterile 
needle 
 3.I always use condom  
4.Other specify  
99.No response 

1 
2 
 
3 
4 
99 
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Part four: provider-initiated HIV testing and counseling.  
 

No Questions Classifications Code Remark 
401 Have you ever heard of 

PIHTC? 
1.Yes 
 2.No 
 99.No response 

1 
2 
99 

If no, go to 
Q 408 

402 If your response to Q401 is yes, 
where did you get the informa-
tion? (Multiple response is 
possible, Needs probing) 

1.Health workers 
 2.Mass media  
3.Family member  
4.friends 
 5.Other(specify) 
 99.No response 

1 
2 
3 
4 
5 
99 

 

403 To what extent are you in favor 
of PIHTC? 

1. Very much in favor 
 2. Much 
 3.Some what  
4.Not at all  
99.No response 

1 
2 
3 
4 
99 

 

404 Do you feel that PIHTC is im-
portant? 

1.Yes  
2.No 
 88.I don't know 
 99.No response 

1 
2 
88 
99 

If no, go to 
Q 406 

405 If your response to Q404 is yes, 
what are the reasons for feeling 
that PIHTC is important? 

1.Helps patients get access to ART  
2.Makes easier for clients to get 
tested  
3.Results in less discrimination of 
HIV positive patients  
4.Increase number of tested people 
 5.Other(specify)_____  
99.No response 

1 
2 
 
3 
 
4 
5 
99 

 

406 Do you feel that PIHTC has 
influence on getting services? 

1.Yes  
2.No 
 3. I don't know  
99.No response 

1 
2 
3 
99 

If no, go to 
Q408 

407 If your response to Q406 is yes, 
what are the reasons for feeling 
that PIHTC has influence? 

1.Will cause patients to avoid seeing 
health professionals for fear of being 
tested  
2.Violet patients human right 
3.Leads to more violence against 
women 
 4.Other(specify)_____ 
 99.No response 

1 
 
 
2 
3 
 
4 
99 

 

408 Do you agree that any one 
should check his /her HIV sero-
status? 

1.Yes  
2.No  
99.No response 

1 
2 
99 
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409 At which time should one be 
tested for HIV? (Multiple re-
sponse is possible, Needs prob-
ing) 
 
 

1.When one is sick 
 2.Before marriage  
3.If only has multiple partners 
 4.At any time 
5.Other (specify)_____ 
99.No responses 

1 
2 
3 
4 
5 
99 

 

410 Who are people in need of HIV 
test? (Multiple response is 
possible, Needs probing) 

1.Female commercial sex workers 
2.Drivers 
 3.People with history of unprotected sex  
4.TB patients  
5.Those with multiple partners  
6. Any one sexually active  
7. Those who are sick.  
8.Any one at risk 
9.Any one 
10.Others (specify)_____  
99.No responses 

1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
99 

 

411 Have you ever been tested for 
HIV? 

1.Yes  
2.No 
 99.No response 

1 
2 
99 

If no, go to 
Q 414 

412 If your response to Q411 is yes, 
what was the reason for having 
HIV test? 

1.Voluntary testing by your self  
2. Initiated by health worker for di-
agnosis.  
3.Donation of blood  
4.Ruotine ANC  
5.Others(specify)____  
99.No response 

1 
2 
 
3 
4 
5 
99 

 

413 If your response to Q 411 is 
yes, Where did you do your 
test? 

1.Gov hospital/Clinic 
2. Gov health center. 
3. Stand alone VCT center 
4.Private clinic/hospital 
5.Others(Specify)____ 
99.No response 

1 
2 
3 
4 
5 
99 

 

414 If your response to Q 411 is 
no, what are your reasons for 
not to be tested? (Multiple 
response is possible, Needs 
probing) 

1.Fear of stigma and discrimination 
2.Fear of partner’s reaction 
 3.Unable to cope with the positive result 
 4. I am not at risk person for HIV 
5.Difficult to pay for VCT service 
6.Believe that being tested is not      
useful  
7. Not sure of the confidentiality 
8.Don't want to know the result 
9.Partners trust  
10.self trust 
 11.Other (specify)_____  

1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
99 
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99.No response 
415 The new guideline in Ethiopia 

for HCT recommends an HIV 
test for all patents coming to 
health facilities. So unless you 
decline we will conduct test 
for you. 

1.Yes 
2.No 

1 
2 

If response 
is no, go 
418 

416 Record the result of the test. 1.Positive  
2.Negative 
 3.Not known 

1 
2 
3 

 

417 If your response to Q415 is 
yes, what were the reasons to 
be tested? 

1.TV/Radio messages  
2.Knowing that treatment is available  
3.Knowing that test results will be 
confidential  
4.Heard that I could take test and 
get result on the same day  
5.Was encouraged by someone who 
was tested  
6.Was worried about the previous 
sexual contact 
7.Parents/family/friends advised to 
have test  
8.Was sick  
9.Because you recommend it 
10.other(specify)____  
99.No response 

1 
2 
3 
 
4 
 
5 
 
6 
 
7 
 
8 
9 
10 
99 

 

418 If your response to Q415 is 
no, what were your reasons 
for not being willing to be 
tested?(Barriers) (Multiple 
response is possible, Needs 
probing) 

1.Fear of stigma and discrimination 
following the positive result  
2.Fear of partner’s reaction  
3.Unable to cope with the positive result  
4.I am not risk person for HIV 
 5.Fear of discrimination  
6.No access to good quality clinic 
7.Other people advised not to test 
8.Belief that testing is not useful 
9.Not sure of the confidentiality 
10.Don't want to know the result 
11.Partners trust  
12.Tested before  
13.Other (specify)____  
88.I don’t know 
99.No response 

1 
 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
88 
99 
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Part five-Attitude towards test result disclosure 
 

No Questions Classifications Code Remark 
501 Have you   ever been tested for HIV 

before? 
1.Yes 
2.No 

1 
2 

If No ,Q 
505 

502 If ‘yes’ did you tell your partner about 
your test result? 

1.Yes 
 2.No 

1 
2 

If No 
,Q504 

503 If ‘yes’ how was his/her reaction with 
being tested? 

1.Approved/supported  
2.Not supported  
3.Not clear 

1 
2 
3 

 

504 Why didn’t you tell him/her? 1.I did it with out his/her 
permission 
2.Fear of rejection by the 
partner 
3.Other(specify)____ 

1 
 
2 
 
3 

 

505 Do you think that partner was tested 
previously? 

1.Yes 
2.No 
88.I don’t know 
99.No response 

1 
2 
88 
99 

If  No ,Q 
507 

506 Has he/she ever told you about the test 
result? 

1.Yes  
2.No  
99.No response 

1 
2 
99 

 

507 Do you have plan to tell your test re-
sult to any other person? 

1.Yes  
2.No  
99.No response 

1 
2 
99 

 

508 How do you see disclosing of your test 
result to other person? 

1.Easy  
2.Difficult 

1 
2 

 

509 Would you tell your test result to 
another person? 

1.Yes  
2.No  

1 
2 

If No,Q511 

510 To whom do you tell your result? 1.My husband/wife 
2.My mother 
3.My father 
4.My brother 
5.My sister 
6.My friend 
7.My aunt  
8.Other….specify 

1 
2 
3 
4 
5 
6 
7 
8 
 

 

511 If no, what are the reasons for not tell-
ing the result ? 

1.Fear of divorce 
2.Fear of blame 
3.Fear of Rejection 
4.Fear of Violence  

1 
2 
3 
4 

 



)=�

�

5.Fear of stigma 5 
512 Do you think that your husband 

/partner / family would accept HIV 
test? 

1.Yes 
2.No 
88.I don’t know 
99.No response 

1 
2 
88 
99 

If no 514 

513 What could be some of the reasons 
you think for acceptance of HIV test? 

1.Can start ART  
2.appropriate testing place 
3.Confidentiality 
4.To plan for the future 
88.I don’t know 
99.No response 

1 
2 
3 
4 
88 
99 

 

514 What could be some of the reasons 
you think for refusal of HIV testing by 
your partner or family? 

1.Inability to deal with 
stress of being positive 
2.Fear of rejection by the 
Community 
3.Uncertainty on reaction  
4.Lack of confidentiality 
5.Inappropriate testing 
place 
6.Other (specify)____ 
88.I don’t know 
99.No response 

1 
 
2 
 
3 
4 
5 
 
6 
88 
99 

 

 
 
 
�
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ANNEX II: QUESTIONNAIRE (Amharic version) 
 
Annex 5; Amharic Patient information Sheet 
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/ ����ô �'�D0����8P����� ��0�]"�;%��V�;�%��V�N
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Questions used to assess knowledge about HIV transmission 

 

1. If HIV is transmitted through sexual intercourse 

2. If HIV is transmitted from mother to child during pregnancy 

3. If HIV is transmitted from mother to child during breast feeding 

4. If HIV is transmitted through blood contact 

5. If HIV is transmitted by sharing of sharp materials with someone who is infected. 

Participants will be scored as knowledgeable if the mean score of the  response on HIV transmis-

sion questions is above the mean while they were considered as not knowledgeable if the mean 

score  is less than or equal to the mean score of the response. 

 

Questions used to assess misconceptions about HIV/AIDS 

 

1. If HIV is transmitted by shaking hands of a person living with HIV 

2. If HIV is transmitted by wearing of cloths of a person living with HIV 

3. If HIV is transmitted by sharing meal with a person living with HIV 

4. If HIV is transmitted through mosquito bite. 

Study participants were considered to have misconceptions about HIV/ AIDS transmission and 

prevention if, they agreed incorrectly to any of the four misconception questions 

 

Questions used to assess knowledge on means of HIV prevention 

 

1. If HIV is prevented by abstinence 

2. If HIV is prevented by staying faithful with one uninfected partner 

3. If HIV is prevented by using condom every time during sex 
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Respondents were considered to be knowledgeable about HIV prevention if the mean score of 

the  response on HIV prevention questions is above the mean while they were considered as not 

knowledgeable if the mean score  is less than or equal to the mean score of the response. 
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